Integrating the right to health is pivotal in progressing health and development in the Pacific. The Sustainable Development Goal (sdg) agenda provides an opportunity for this, given the relationship between health, human rights, climate change and sustainable development. The right to health's content can be utilised to progress country obligations in various ways: through facilitating implementation of Universal Health
Introduction
In 2009, the Secretary-General of the Pacific Island Forum (pif) Secretariat acknowledged integrating the right to health is pivotal in progressing the region's health and development:
All rights are fundamental to human development; the right to health is just as critical as the right to freedom of speech; and the right to livelihood is inexorably linked to freedom of movement. These are the essential underpinnings of the right to development. Without support for all human rights, I do not believe we can have real prospect for communities and for Forum Member States to achieve [the] sustainable development goals.1
There is crucial need for the post-2015 Sustainable Development Goal (sdg) agenda to advance health and development in the Pacific, especially given the relationship between health, human rights, climate change and sustainable development.2 Indeed, heads of government of the 16-member pif actively shaped formulation of the post-2015 sdgs,3 unsurprising as this region is already highly affected by climate change.4 In 2014 Pacific leaders voiced this concern at the un Climate Summit and at the un International Conference on Small Island Developing States (sids). In adopting the post-2015 sdgs at the un General Assembly in September 2015, the world's governments implicitly acknowledged the need to redress the Pacific's unique health and development challenges.5 For example, in the post-2015 global health goal, sdg 3 ("Ensure healthy lives and promote well-being for all, at all ages"), which contains 9 Targets and 4 Means of Implementation, Means of Implementation 3c draws specific focus onto the world's sids (that includes numerous Pacific Island nations) in terms of achieving a "substantial" increase in "health financing and the recruitment, development, training and retention of health workforces".6 Certainly challenges around human resources for health and The post-2015 sdgs are pivotal for the Pacific's environmental well-being, human health and survival, and integration of the right to health into sdg health policy and planning by Pacific nations and their partners cannot be understated. The purpose of this article is to establish a right to health baseline for the Pacific region at sdg commencement. This will occur through two means: systematic review of the literature on the right to health and the Pacific, and by reviewing international and domestic laws and policy on the right to health (the structural indicators) in pif countries. This article contributes to the region's visibility in global health and human rights affairs, which have been long-overlooked. While pics have achieved progress on numerous health indicators, many struggle to provide basic healthcare.13 In several pics, sexually transmitted infections are on the rise as is multi-drug resistant tuberculosis, cholera and malaria.14 Non-communicable disease is the leading cause of death in eight pics.15 Other factors impacting health include gender inequalities and violence against women and children, while rapid urbanisation is resulting in densely packed squatter settlements on several islands, aggravating poverty, poor sanitation and communicable disease.16 Also, health inequities experienced by Indigenous Australians and New Zealand's Maori and Pasifika peoples cannot the meaning of state party 'core obligations' (defining minimum levels of essential health care), and outlined how governments could 'progressively realize' this right for all citizens, especially those most vulnerable. Significantly, as part of a country's 'core obligations' , the Committee was unequivocal that this right's achievement depended on shared responsibility among developed and developing states and other actors for implementation. The right to health's content can be utilised to progress a country's rights obligations in various ways: to facilitate implementation of Universal Health Coverage and healthcare that is available, accessible, acceptable, and of quality for all (per sdg 3, Target 8 and General Comment No. 14); to support the development of health metrics (and corresponding data collection mechanisms -especially to align with in-country sdg commitments); to underlie the importance of states' reporting on disaggregated health data; to assist states' development of policy to equitably improve the health of disadvantaged groups (pending country-context, and also in line with sdg commitments); and to underscore health monitoring and evaluation efforts. Cumulatively, such measures can act as process indicators and outcome indicators of a state's 'progressive realization' toward achieving the right to health.24
However, pursuit of right to health process and outcome indicators only effectively occurs in countries where right to health structural indicators clearly exist. In human rights terms, 'structural indicators' capture the structural elements -laws, policies and regulations -critical to framing health system functioning.25 Structural indicators are among the simplest indicators, dependent on accessible information and usually framed to generate a yes or no answer. If the right to health is not explicit in domestic law, providing legislative foundation, it is then difficult for governments to anchor and progress equity-driven national health policy and planning efforts; a key pursuit of sdg 3. Also, without right to health structural indicators it is equally difficult for citizens to hold their governments to account for sdg 3 commitments. Consequently, a baseline understanding of the right to health in the Pacific region is so important. asia-pacific journal on human rights and the law 17 (2016) 257-277 features.27 However, Backman and colleagues did not investigate whether the countries of focus were meeting their right to health reporting obligations to the un committees (established to monitor the treaties in question (Figures 428) , nor elaborate on their Pacific findings. Thus unlike Backman et al., this study examines pic treaty ratification more closely.
4.1
Literature Review The right to health was examined in each of the study's 16 countries. Six multi-disciplinary databases were utilised (PubMed, Web of Science, Scopus, Westlaw International, Lexis, agis). Search terms included 'human right to health' , 'right to health' , 'health rights and/or right' in combination with each of the 16 countries, and with 'Pacific' and 'Association of South-East Asian Countries' (or asean) to facilitate a wider search strategy. An additional grey literature search was conducted utilising websites from key regional multilateral and bilateral agencies. The included literature was subject to thematic analysis.29
The review was undertaken in 2013 following prisma guidelines (Figure 530 ).
4.2
Compiling a Right to Health Scorecard Six (incremental) methods of inquiry (amounting to Scorecard indicators) were employed to meet this study's second objective. We investigated whether:
pif countries ratified the five international treaties containing a right to health provision; adoption of Additional Treaty Protocols was noted. 2. pif countries provided an initial report to the relevant un treaty overseeing committee; whether reports for this and subsequent reporting cycles were lodged in a timely manner (less than 12 months). 3. pif un-reports reported on country measures to respect, protect and fulfil the right to health. 4. pif country Constitution's incorporated the right to health. 5. pif country National Health Plans included right to health language/ obligations. 6. pif countries had a national human rights institute. Documents obtained from the ohchr online treaty depository, the paclii law database, Google and Google Scholar searches facilitated our investigation. Findings were assembled into a Pacific Right to Health Scorecard, allowing a right to health ranking for each country (Table 1 ). The maximum score was 18 points with points allocated according to research team criteria.
Inquiry iii was subject to a content analysis, which included search terms 'health' , 'right to health' , 'health rights' and 'rights' . Where a country had ratified the cescr, an additional search was made for 'Article 12 (cescr)' and 'General Comment 14' . Word frequency for the search terms was recorded (and points allotted). For Inquiry iv, a word frequency count for 'right to health' or 'health rights' was applied to pic constitutions (and points allotted). A similar process was applied to Inquiry v. Thematic analysis of the included literature identified 14 focus areas, thus right to health language is applied to an array of topics in the Pacific (Figure 6 ). Disparate themes demonstrate broad scholastic interest around health rights. Twenty-three per cent of literature thematically related to indigenous populations' right to health, with the bulk concerning Australia's indigenous communities. Some grey literature, mainly comprising multilateral regional reports, briefly mentioned the right to health; but the reports' authors did not expand or apply this human right extensively to the Pacific/public health issue or context. This correlated with our findings around the right to health's application within the peer-reviewed literature, in which application of this right to the issue at hand was often all-too cursory. Rather, authors frequently utilised 'the right to health' as a phrase for advocacy purposes (especially for marginalised groups).
5.2
Pacific Right to Health Scorecard Key scorecard findings are presented in Table 2 , and summarised in Figure 7 all 16 pif countries. With the exception of Tonga, all other countries have ratified the cedaw. The cescr has been ratified by only six nations. Australia and New Zealand have completed more reporting cycles than the other pics. However, both had difficulties reporting in a timely manner with delays of 5 to 71 months for Australia (mean 26.9 months) and from 2 to 73 months for New Zealand (mean 20.7 months). Conversely, the other pics have only completed one or two treaty reporting cycles. Many have missing reports and there are several instances where governments failed to provide even the initial country report.
Discussion and Conclusion
Findings from the scorecard matrix triangulate literature review findings: the right to health is at the fringes of scholarly, political and legal engagement in this region. This study highlights that Pacific country's ratification of un treaties, and such government's obligation under the Vienna Convention on the Law of Treaties to translate international human rights obligations into domestic law and policy, is piecemeal and ad hoc at best. While it has been asserted that the right to health's content is now sufficiently well-understood to be applied in an operational, systematic, and sustained manner,31 our findings indicate this is not the case for the Pacific. For example, these findings contrast markedly to the Latin American region where a constitutional study on the right to health occurred in 1989. 32 We also concur that pics have a low-level of engagement with international human rights treaties,33 illustrated through poor compliance with treaty reporting commitments. Qualitative investigation is recommended; is this because international laws are not perceived to have a place in Pacific culture?, We query whether the magnitude of compiling treaty-reports presents too great a hurdle for Pacific government's limited technical and institutional capacity. Alternatively, perhaps an appropriate human rights measuring and 
